Abstract
status by CT, and T staging by CT. And we can use Y = -5.0 + X 1 + 1.8X 3 + 0.7X 4 (X 1 , CEA grading, X 3 = LN status by CT, X 4 = T staging by CT, the critical value is 0.3) to estimate the possibility of LM, which has a better accuracy compared with CT.
Background
Although the morbidity of gastric cancer (GC) is declining nowadays, it remains the second most common cause of cancer-related death worldwide. [1, 2, 3] The most important progress for gastric cancer in last century has been made of D2 lymphadenectomy, [4] which is the only treatment offering a cure hope. Thus, to obtain R0 resection, surgeons commonly perform this procedure even in cases of early gastric cancer (EGC). However, the uniform application of this highly invasive procedure carries significantly higher postoperative morbidity, mortality, and reoperation rates. [5] It is well known that lymph node metastasis (LM) is an important prognostic risk factor. [6, 7, 8] And individualized treatment for GC patients requires selection reasonable therapeutic schedule according to patient's specific situation; one important aspect is the evaluation for LM. LM in gastric cancer is nevertheless significantly complicated, with many related factors [9, 10] , and there is still no good method to predict it.
With the development of medical technology, endoscopic mucosal resection (EMR) and endoscopic submucosal dissection (ESD) are being increasingly implemented in clinical settings. Although EMR or ESD can remove lesions in a minimally invasive manner, lymphadenectomy cannot be achieved by these techniques. Thus, it is very important to choose appropriate cases without LM.
There are currently many tests judging whether a GC patient has LM, such as endoscopic ultrasonography (EUS) or multislice spiral computed tomography (MSCT). According to the report of Feng XY et al, accuracy with regard to the presence of LM was 75.7% in EUS studies and 61.1% in MSCT studies. [11, 12] This level is clearly insufficient because an accurate determination of the LM status has an important effect on the choice of treatment. Regardless, there is no perfect examination or method to predict the possibility of LM. [13] A sentinel node (SN) is defined as the first lymph node that receives lymphatic drainage from the primary tumor [14, 15] , and a solitary metastatic lymph node could be regarded as an SN in gastric carcinoma [16] .Due to the complexity of GC lymphatic drainage, sentinel lymph node biopsy has failed to achieve good results. Up to now, many studies have investigated the localization and distribution of SNs to provide useful information for sentinel lymph node biopsy. There are few studies involving the possibility of LM in GC. We speculate that compared to no lymph node metastasis (NLM), solitary lymph node metastasis (SLM) is a special state that from no lymph node metastasis to lymph node metastasis. And that means we can obtain these risk factors by comparison between these two groups. [17] 
Ethics Statement
The protocol was approved by the Sun Yat-sen University Cancer Center review board, in accordance with Chinese bioethical regulations. All patients provided written informed consent to offer related information in hospital.
Patients and Methods
From July 2000 to July 2012, a retrospective analysis was performed of clinicopathologic data for GC patients at the Department of Gastric & Pancreatic Surgery, Sun Yat-sen University Cancer Center, State Key Laboratory of Oncology in South China. The criteria for inclusion in this study were as follows: A total of 385 patients with gastric cancer were included. Among them were 303 patients (78.7%) with NLM and 82 patients (22.3%) with SLM, respectively. The follow-up visits ranged from 16 to 127 months; with an average of 52.3 AE 25.9 months (mean AE SD). The 5-year survival rates for NLM and SLM group was 86% and 70%, respectively. The average patient age (mean AE SD) was 56.88 AE11.3 years (ranging from 18 to 89 years), and more men than women (275 men versus 110 women) participated in the study. The carcinomas were located in the upper third of the stomach (U) in 124 patients (32.2%), the middle third (M) in 50 patients (13.0%), and the lower third (L) in 203 (52.7%) patients. There were also 3 patients with total gastric cancer and 5 patients with a tumor located in a residual anastomotic stomach. Distalgastrectomy was performed in 236 patients, proximal-gastrectomy in 118 patients, total-gastrectomy in 26 patients, and total-residual stomach resection in 5 patients. The number of lymph nodes retrieved ranged from 14 to 67, with an average of 24.2 AE 9.2 (mean AE SD). Further data are presented in table 1.
We simultaneously chose another group of GC patients from Sun Yat-sen University Gastrointestinal Hospital (SYSUGIH) to verify the LM risk model. The selection criteria were: (5) The number of clean lymph nodes was more than 14, and the pathological of LM diagnosis was complete.
There were a total of 210 GC patients. Among them were 73 patients (34.8%) with NLM and 137 patients (65.2%) with LM. The average patient age (mean AE SD) was 57.93AE 13.32 years (ranging from 24 to 86 years). The follow-up visits ranged from 4 to 95, with an average of 43.2 AE 20.9 months (mean AE SD). Further data are presented in table 2.
Follow-Up
The follow-up way include outpatient follow-up, telephone follow-up, letter follow-up, short message platform follow-up and e-mail follow-up. 
Statistical Analysis
All the data were analyzed using the SPSS 13.0 statistics software. χ 2 tests were used when appropriate to compare the distribution of individual variables between groups. A survival analysis was performed using the Kaplan-Meier method, and statistical comparisons of different factors were performed with the log-rank test. The COX model was used in a multivariate analysis, and a discriminate analysis was used to estimate the risk factors of LM. In all analyses, a two-tailed P value of 0.05 was considered statistically significant.
Results

Location and distribution of metastatic lymph nodes in gastric cancer
Among the 46 patients who had LM with a lower-third tumor, 34 (73.9%) had LM in the perigastric nodes (D1) close to the primary tumor, and No 3/6 was the most common site. The other 12 patients (26.1%) showed D2 station metastasis without D1 station involvement. Of the 5 patients with a middle-third tumor, 2 patients (40%) had LM in D1 station, whereas skip metastasis was found in 3 patients (60%). In 29 patients with an upper-third tumor, 19 patients (65.5%) had metastasis in D1 station, and skip metastasis occurred in 10 patients (34.5%).
In the D2 station, No. 12 was also involved, in addition to No 7, 8a, and 9. The detailed frequency of the different positions involved in D1 station and D2 station is provided in table 3. No significant survival difference between the skip LM patients and the other SLM patients
Among the 82 patients who had SLM, 24 (29%) showed skip LM. The clinicopathologic features between the skip LM group and the other LM group is shown in table 4. Due to the small sample size, only a pathological T staging difference was found between the two groups. However, the logistic regression did not reveal statistical significance (P = 0.079), and the K-M analysis showed no survival difference between the two groups (P = 0.659). The survival curves are presented in Fig. 1 .
Univariate and multivariate analyses of prognosis
According to the K-M analysis, we found that the LM number, pathological T staging, Borrmann type, vascular invasion, and CRP grading were risk factors. Furthermore, we used the COX regression model to analyze these risk factors to identify independent risk factors. The results showed that the LM number and pathological T staging were independent prognostic risk factors, whereas the other factors were excluded. All these results are shown in table 5.
The LM risk in GC patients evaluated by discriminate analysis
The clinicopathologic features between the NLM and SLM groups are shown in table 1, which reveals differences in CEA level, tumor size, T staging by CT, and LN status by CT by correlation analysis.
We then obtained an unstandardized canonical equation by the discriminate analysis to ascertain whether GC patients have LM：Y = -5.350 + 0.928X 1 + 0.336X 2 + 1.769X 3 + 0.648X 4 (X 1 , CEA grading, X 2 , the size of the tumor, X 3 = LN status by CT, X 4 = T staging by CT). The values for all parameters are shown in table 6.
The two average discriminant values ( Y 1 and Y 2 ) were obtained when the means of all independent variables ( X J ) were put into the above equation. The critical discriminant value can be calculated by the following equation:
If Y of a case is larger than Y C , it belongs to the group of LM; otherwise, it belongs to the NLM group. The critical value is 0.293. Furthermore, we used the stepwise method to further refine and develop the equation Y = -4.990 + 0.973X 1 + 1.800X 3 + 0.696X 4 , for which the critical value is 0.290. In other words, if Y of a case is larger than 0.290, it belongs to the LM group; otherwise, it belongs to the NLM group. We can simplify the above formula to Y = -5.0 + X 1 + 1.8X 3 + 0.7X 4 (the critical value is 0.3).
Validation of the LM risk model using another group of GC patients from SYSUGIH
According to the literature, the accuracy of predicting the presence of LM was 75.7% in EUS studies and 61.1% in MSCT studies.
[11] When we tested the accuracy of the equation Y = -5.0 + X 1 + 1.8X 3 + 0.7X 4 (the critical value is 0.3), the authentication value ranged from 3.38 to-1.50, with an average of 1.00 AE 1.39. Among the values, there were 67 of less than 0.3, 143 of more than 0.3; 85.7% of cases that were correctly classified. The subgroup analysis showed accuracy for the NLM group of 75.3%, with 91.2% for the SLM group (table 7). 
Discussion
Gastric cancer is an important health problem, particularly in Asia, which has a high prevalence. Gastric cancer, even EGC, easily metastasizes to lymph nodes. The reports of the histopathological features of more than 13,000 patients, mainly Japanese, with EGC established that only 2% (range 0-4.8%) of patients with mucosal cancer have positive lymph nodes. When the tumor invades the submucosal layer (T1sm), this rates increases to approximately 20% (range 15-25%). [18] In order to get cured, D2 lymphadenectomy is employed even in the early gastric cancer. [19, 20] This choice is not appropriate, as higher morbidity and mortality rates are observed after D2 lymphadenectomy, compared to D1 resection. We think it is necessary to perform a D2 lymphadenectomy when the patient has LM. Whereas the patients who have little possibility of LM, we can narrow the scope of operation appropriately. [21, 22] The key is the assessment of LM. In our research, differences of prognosis were found between NLM group and SLM group (P = 0.004). Further analysis showed that SLM is an independent risk factor. Other risk factors that affecting prognosis include the Borrmann type, vascular invasion, CRP grading, and pathological T staging. However, only SLM and pathological T staging were independent risk factors according to the COX model. It is possible that other factors have an indirect positive effect on survival through association with other cofactors. It is also possible that our sample size was insufficient.
Skip metastasis means SLM appears directly in the second station, and the reasons for skip metastasis remain unclear. The possible reasons include following: (1) occult metastases may remain hidden by routine histopathological examination; (2) there may be lymphatic routes that can drain directly to a second station; (3) the original site is too large, causing lymphatic drainage channel congestion and resulting in skip metastasis; (4) according to the theory of seed and soil, some first station lymph node microenvironments may not be suitable for tumor cell growth, resulting in skip metastasis. [23] According to report, skip metastasis rates of approximately 14% to 29% exist in SLM [7] ; of these, there were 82 cases of gastric cancer with SLM and 24 cases of skip metastases, with an incidence of 29%. Therefore, skip metastases are notable, and rational lymphadenectomy should be performed on the SLM group. Due to the small number of cases, we didn't find factor related to skip metastasis. There was also no difference in prognosis between no skip SLM group and skip SLM group, consistent with other studies [24] . For the reason of SLM rarely occurring in splenic artery, splenic hilum; it is inappropriate for the patient with SLM to do a D2 lymph node dissection.
Currently, an increasing number of patients with EGC are treated with endoscopic mucosal resection (EMR) or endoscopic submucosal dissection (ESD). The key to choose EMR or ESD is without LM. Unfortunately, diagnostic imaging techniques, including computed tomography and endosonography, are still unsatisfactory and do not provide a sufficiently accurate prediction of LM status in gastric cancer. Meantime, sentinel lymph node biopsy in gastric cancer also fails to obtain a good result due to the complexity of gastric cancer lymphatic drainage. Thus, we attempted to comprehensively use all available clinical data to predict the possibility of LM, and we believe SLM is a special group that reflects the critical state of LM. This state is from NLM to LM, and includes the risk factors leading to LM. As a result, we can find these risk factors through compare between NLM group and SLM group, resulting in a more accurate assessment to the status of LM.
According to discriminate analysis, we developed the unstandardized canonical equation Y = -5.0 + X 1 + 1.8X 3 + 0.7X 4 (X 1 = CEA grading, X 3 = LN status by CT, X 4 = T staging by CT, (the critical value is 0.3). This equation has a better accuracy compared with CT and EUS. While the lack of relevant data of EUS in the validation group and CT has a strong correlation with EUS at the same time, we finally decided to adopt CT to evaluate the status of LM. It maybe EUS has a better accuracy, and this will be employed in our future work.
The subgroup analysis showed a poor accuracy for the NLM group, which may be related to the evaluation standard of a positive lymph node. For example, an inflammatory hyperplasia lymph node leads to a false positive. The accuracy was higher in the LM group, showing that the positive result was relatively reliable. Of course, this is a retrospective study of small sample, and bias exists. Thus, further research is needed to determine the accuracy in our daily work. We also look forward to a better method for assessing the LM condition and guiding our treatment.
Conclusions
SLM is an independent risk factor in gastric cancer.
There was no survival difference between the skip metastasis group and the other SLM group (P = 0.659) It is inappropriate for the patient with SLM doing a standard D2 lymph node dissection, due to the LM rarely occurs in the splenic artery, splenic hilum.
The risk factors of LM included CEA grading, LN status by CT, T staging by CT. And we can use Y = -5.0 + X 1 + 1.8X 3 + 0.7X 4 (X 1 , CEA grading, X 3 = LN status by CT, X 4 = T staging by CT, the critical value is 0.3) to estimate the possibility of LM, which has a better accuracy, especially when the results are positive. 
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